P Pu ur rp po os se e: : Bilateral sixth nerve palsy is a known though uncommon complication following dural puncture. The recommended treatment consists of hydration and alternate monocular occlusion. The value and the timing of an epidural blood patch (EBP) for sixth nerve palsy remains controversial as some authors have demonstrated benefits in performing an EBP early in course of the nerve palsy whereas others have not found any advantage when an EBP was performed later.
C Co on nc cl lu us si io on n: : Blood patching within 24 hr of the onset of diplopia may be a reasonable treatment for ocular nerve palsy as it relieved the postdural puncture headache and produced partial improvement of the diplopia. RANIAL nerve palsy (CNP) is a rare complication following dural puncture. The sixth cranial (abducens) nerve is the most commonly affected nerve. We report a case of bilateral sixth nerve palsy after unintentional dural puncture that improved immediately after an epidural blood patch (EBP).
Objectif : La paralysie bilatérale du sixième nerf crânien (abducens) est une complication connue, mais rare, de la ponction durale. Le traitement recommandé consiste en l'hydratation et l'occlusion monoculaire alternée. La valeur d'un colmatage sanguin péridural (CSP), en cas de paralysie du nerf abducens, et le moment choisi pour le réaliser, demeurent controversés, car certains auteurs ont démon-tré les avantages d'un CSP précoce au cours de la paralysie alors que d'autres n'ont trouvé aucun avantage à un CSP plus tardif.
C Ca as se e r re ep po or rt t A 40-yr-old woman was referred to our institution for surgical management of a neurogenic bladder. Her past medical history included chronic renal insufficiency requiring hemodialysis. On the day of the surgery, the risks and benefits of an epidural for postoperative pain relief were discussed and the patient gave informed consent.
After skin preparation and local anesthesia at the T11 to T12 interspace, the epidural space was identified on the first attempt with a 17-gauge (g) Tuohy needle (Braun Medical Inc., Bethlehem, PA, USA) using the loss of resistance to air technique. USA) was inserted. Clear liquid was then aspirated from the catheter raising the concern of a dural breach. The catheter was withdrawn and resited uneventfully at the T12 to L1 level using the same technique. Aspiration and test dose were negative for intravascular or intrathecal catheter placement. General anesthesia was induced with iv fentanyl 200 µg, propofol 130 mg, and rocuronium 40 mg. Sevoflurane at 0.8 minimum alveolar concentration was used for maintenance of anesthesia. An epidural infusion of bupivacaine 0.0625% and fentanyl 2 µg·mL -1 at 10 mL·hr -1 was used for intraoperative analgesia. No other narcotics were given. The surgery lasted four hours.
In the recovery room, the patient had a sensory block up to the T5 dermatome bilaterally and no evidence of motor block. The patient had an uneventful recovery and did not complain of any pain. The following day, the patient reported abdominal pain. A clear discharge was noted at the epidural insertion site. Because of the doubt about the nature of the discharge (local anesthetic vs CSF) and the inadequacy of pain relief, epidural analgesia was discontinued. Patient-controlled analgesia with iv hydromorphone was initiated and good pain control was achieved.
Five days later, the patient complained of a mild frontal headache, a sensation of traction in the eyes, and nausea that eventually decreased in intensity over the following days. Her headache worsened with assumption of the upright position and improved with adoption of the supine position. On the tenth postoperative day, the patient suddenly complained of diplopia. Neurological and ophthalmological consultations were sought by the surgical team and revealed bilateral abducens nerve palsy. The cerebral computed tomogram (CT) was normal. The anesthesiologist was then called to evaluate the patient. The diagnosis of postdural puncture headache (PDPH) with secondary sixth CNP was made.
An EBP was performed on the same day. With the patient lying in the lateral decubitus position, 20 mL of autologous blood was injected into the epidural space at the T11 to T12 level. An immediate improvement of the diplopia was noted by the patient and confirmed by the ophthalmologist. The patient remained supine for one hour and complete relief of the headache was noted two hours after the procedure without any other therapeutic intervention. The patient was discharged from the hospital on the 13 th day after surgery. Complete resolution of the diplopia occurred 36 days after the dural puncture. D Di is sc cu us ss si io on n CNP is an unusual complication of dural puncture. The reported incidence after spinal anesthesia varies from 1:300 to 1:8000. 1 Vandam et al. reported an incidence of 1:140 in patients with established PDPH from dural puncture with 16-g needles. 2 All cranial nerves can be involved with the exception of cranial nerves I, IX, and X. The sixth cranial nerve is the most frequently affected because of its long intracranial course.
2,3 CNP after dural puncture is attributed to continuous CSF leakage through the dural hole. 4 Magnetic resonance imaging has demonstrated that this results in intracranial hypotension with descent of the brain, even in the supine position, causing traction of the sixth nerve and pain-sensitive structures. 4 The stretching of the nerve is thought to cause local ischemia and nerve dysfunction. 5 This can be seen in association with other signs of intracranial hypotension such as vertigo, nausea, and vomiting.
Postdural puncture CNP is a diagnosis of exclusion. Other etiologies need to be considered, including multiple sclerosis, myasthenia gravis, thyroid disease, diabetes, myositis, intracranial tumour, arteriovenous malformation, and hematoma. 6 The patient did not present with any of those diseases, and evaluations by a neurologist and an ophthalmologist as well as cerebral CT confirmed postdural puncture CNP as the most likely diagnosis.
The largest compilation of cases of diplopia after spinal anesthesia showed that the development of CNP was rare prior to the fourth day after dural puncture and the mean presentation time was ten days after dural puncture. 7 Although two-thirds of patients showed complete resolution within a week after the diagnosis, 25% remained symptomatic for more than a month. In 10% of the cases, CNP persisted for more than three months. 8, 9 In previous reports, EBP performed more than 24 hr after the onset of symptoms did not restore cranial nerve function even with complete resolution of the headache. [10] [11] [12] In contrast to these previous reports, our case is interesting as the patient demonstrated immediate, albeit partial, improvement of the diplopia following the EBP, which was administered within 24 hr of the onset of symptoms of CNP. In their report, Dunbar et al. also hypothesized that early blood patch could have changed the course of sixth nerve palsy after dural puncture. 13 Prolonged downward displacement and stretching of the abducens nerve may be more likely to result in a persistent palsy as is the case in peripheral nerve palsies due to prolonged compression. If this is the case, then early treatment of CNP with an EBP may be more successful than delayed blood patching.
In conclusion, we present a case of bilateral sixth nerve palsy that improved immediately after an EBP done within 24 hr of the onset of the ocular symptoms. Blood patching within 24 hr of the onset of diplopia may be a reasonable treatment for ocular nerve palsy as it relieved the PDPH and produced partial improvement of the diplopia. R Re ef fe er re en nc ce es s
